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This paper applies a critical analysis of the impact of neo-liberal driven management reform to examine
changes in Australian primary health care (PHC) services over ﬁve years. The implementation of
comprehensive approaches to primary health care (PHC) in seven services: ﬁve state-managed and two
non-government organisations (NGOs) was tracked from 2009 to 2014. Two questions are addressed: 1)
How did the ability of Australian PHC services to implement comprehensive PHC change over the period
2009e2014? 2) To what extent is the ability of the PHC services to implement comprehensive PHC
shaped by neo-liberal health sector reform processes? The study reports on detailed tracking and ob-
servations of the changes and in-depth interviews with 63 health service managers and practitioners,
and regional and central health executives. The documented changes were: in the state-managed ser-
vices (although not the NGOs) less comprehensive service coverage and more focus on clinical services
and integration with hospitals and much less development activity including community development,
advocacy, intersectoral collaboration and attention to the social determinants. These changes were found
to be associated with practices typical of neo-liberal health sector reform: considerable uncertainty, more
directive managerial control, budget reductions and competitive tendering and an emphasis on outputs
rather than health outcomes. We conclude that a focus on clinical service provision, while highly
compatible with neo-liberal reforms, will not on its own produce the shifts in population disease pat-
terns that would be required to reduce demand for health services and promote health. Comprehensive
PHC is much better suited to that task.
© 2016 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Introduction
In 1978 the World Health Organisation (WHO) endorsed a
visionary approach to Primary Health Care (PHC). The vision for
PHC was comprehensive in that it related health services to the
broader organisation of society, calling for a new international
economic order that would beneﬁt developing nations, empower-
ing democratic participation in health, and greater attention to
social and environmental contexts that increased disease risks.
Health services were to bemulti-disciplinary, attuned to local need,
and emphasise disease prevention and health promotion. Thisaum), toby.freeman@ﬂinders.
nders), rlabonte@uottawa.ca
Lawless), sara.javanparast@
Ltd. This is an open access article uvision was developed during a period of decolonisation in the
global south and the rise of progressive social movements in the
global north, both of which embodied optimism for a less exploit-
ative future and challenged established power bases. Re-reading
the Alma Ata Declaration one is struck by its essential idealism
and also by its recognition that resistance to the changes was likely.
The resistance was indeed swift, with a call for a more ‘selective’
PHC approach published just one year later (Walsh and Warren,
1979). Wary of costs and political opposition to the Declaration's
assertions, the article envisioned a ‘selective’ implementation as an
‘interim’ measure. Broader global transitions in political economy,
however, made this temporary ‘selective’ approach a permanent
feature.1.1. Theoretical framework
The period immediately following the Alma Ata Declaration hasnder the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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global dominance of a neo-liberal economic discourse and its
subsequent shaping of public policy choices, which forms the basis
of the theoretical framework that guided analysis of our study
ﬁndings. Neo-liberal economic theory was developed in the 1940s
and 1950s from a distrust of the potential of state-planned econ-
omies, which were perceived as autocratic and repressive of in-
dividual liberties (Hendrikse and Sidaway, 2010; Labonte, 2012). A
principal axiom of neo-liberal economic theory is that economies
are too complex for governments to manage, and that free mar-
kets, sovereign individuals, free trade, strong property rights and
minimal government interference will yield the best outcomes
(Hayek, 1944). When ﬁrst propounded, this theory gained ground
in some economic departments, notably at the University of Chi-
cago, but was marginalized by a dominant post-war Keynesian
economic model, Keynesian economics, which emphasised, in
part, the importance of government interventions in market
economies to support full employment, provide for social pro-
tection programs, use taxation to reduce market-based income
inequalities and engage in counter-cyclical spending during eco-
nomic downturns.
Neo-liberalism eventually gained prominence following the
elections of conservative governments in the UK (Thatcher), USA
(Reagan) and Germany (Kohl). These elections corresponded with
declining proﬁt margins and sluggish growth in ‘advanced’ econ-
omies, and coincided with oil price shocks and worsening devel-
oping country foreign debts, risking massive sovereign defaults
and imposing painful structural adjustment programmes on
indebted countries (Cornia et al., 1988). Although initially directed
to facilitating the maximum freedom of movement for ﬁnance
capital, goods and services in the commercial sector, neo-
liberalism came to promote a market economy in public health
care, education, and social security sectors. Neo-liberal policies
were manifest in public spending cuts, privatised public services,
and adoption of private sector modes of operation (Osborne and
Gaebler, 1992). The opening of global markets through trade and
investment liberalisation accelerated these processes, partly
through reductions in marginal and corporate taxation rates as
part of a (now) global competition to attract foreign direct in-
vestment. In parallel, there was widespread de-regulation (or re-
regulation) of ﬁnancial markets over the 1990s and early 2000s,
which led to a series of regional ﬁnancial crises that culminated in
the 2008 global ﬁnancial crisis. This crisis and its subsequent
recession became the rationale for a more globalised ‘austerity’
response by most of the world's countries (Labonte & Stuckler,
2016). Thus, there has been a gradual global roll-out of neo-
liberal economic policies which, although not dramatically
affecting high-income countries such as Australia until roughly the
period when our study began, has shifted fundamentally the po-
litical economy from when vision of a comprehensive PHC was
ﬁrst promulgated.
This global shift represented a headwind for WHO's PHC pro-
gram, and since the early 1980s fuller implementation of the Alma
Ata vision has been infrequent. Selective PHC, with its ‘vertical’
emphasis on treating or preventing certain high-burden diseases
rather than a ‘horizontal’ effort to build public health systems,
became more entrenched with health reform initiatives of the
1990s and 2000s that were consistent with the core elements of
neo-liberalism: cost-containment and efﬁciency, result-based
ﬁnancing, user fees, managed competition amongst service pro-
viders, increased contracting out to private providers, and an
emphasis on individual responsibility for maintaining good health.
There have been instances of more comprehensive PHC prac-
tices which have strived to fulﬁl the original Alma Ata vision and
aimed to: increase equity in access to health care and other services
essential to health
 promote community empowerment to reduce vulnerabilities
 address social and environmental health determinants
 improve community participation in health services and the
political capabilities of marginalized groups and
 increase intersectoral policy actions on social and economic
health determinants (Labonte et al., 2014).
In OECD countries, the best examples have been community
health centres in Canada (http://www.cachc.ca/) the USA
(Lefkowitz, 2007), and Australia (Baum, 2013). Despite different
histories, these centres share: a multi-disciplinary practice, a social
health vision, participatory management practices and compre-
hensive work embracing the Alma Ata continuum of rehabilitation,
treatment, prevention and promotion. Often marginal within the
health systems of their countries these centres sometimes faced
powerful opposition from mainstream medicine and have rarely
been the subject of systematic national programs. This study
examined how neo-liberal policies affected the ability of Australian
PHC services to implement a comprehensive vision of PHC.
1.2. Background to Australian comprehensive PHC study
The Whitlam Australian Government instituted a National
Community Health Program in 1973. This program created one of
the isolated examples of comprehensive PHC and resulted in many
multi-disciplinary community health centres being established in
every state and territory. Although the programwas defunded after
three years, two states e Victoria and South Australia - maintained
program funding over the ensuing three decades. Australia also saw
the development of comprehensive PHC in Aboriginal Community
Controlled Health Services (Bartlett and Boffa, 2001; Wakerman
et al., 2008). That these services have represented the best exam-
ples of comprehensive PHC in Australia made them the focus of our
study to examine what makes for effective comprehensive PHC. An
earlier international study (Labonte et al., 2008) found that most of
the empirical PHC literature focused on “slices” or particular pro-
grams, and only rarely study the overall service in a systematic way.
Our interest was to demonstrate the effectiveness of comprehen-
sive PHC by studying the totality of the service in a way not pre-
viously reported in the literature (Labonte et al., 2014).
Over 5 years (2009e2014) we witnessed a steady imposition of
health sector reforms which undermined the comprehensiveness
of most of the services. These reforms reﬂected neo-liberal precepts
emanating from a post global ﬁnancial crisis austerity agenda that
had rapidly globalised, even amongst countries that were not in any
ﬁscally constrained situation, such as Australia. Hence our study
created an unforeseen opportunity to study the impact of the
imposition of these reforms on comprehensive PHC services.
The impact of neo-liberalism on public sectors in general and
health sectors in particular have been extensively studied over the
past three decades (Cornia et al., 2008; Mooney, 2012). Some of
these impacts have been documented in Australia, such as the
introduction of ‘new public management’ techniques derived from
the private sector (Pusey, 2010). Despite variation in the imple-
mentation of these neo-liberal reforms across Australian jurisdic-
tions (O'Donnell et al., 2011) there is a discernible movement in
public sectors towards a market-oriented discourse of program and
service management, a “hyper-rationality” (Germov, 2005) in
which health care is seen as a commodity rather than a collective
good or human right (Pellegrino, 1999). Payne and Leiter (2013)
note that while health managers are able to exert some agency in
opposition to this powerful new rationality, the new managerial
logic is often at odds with professional and social values relating to
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expenditure in health services, however, has proved more difﬁcult,
and the continual growth in Australia's public health sector budgets
has been a constant political concern (Baum & Dwyer, 2014). This
policy environment, and the literature critiquing neo-liberalism,
provides the background to a consideration of two questions:
1. How did the ability of Australian PHC services to implement
comprehensive PHC change over the period 2009e2014?
2. To what extent is this ability shaped by neo-liberal health sector
reform processes?
2. Methods
This study is a ﬁve year longitudinal case study design which
drew on theory relating to comprehensive PHC and was designed
as a realist evaluation which used program logic modelling to
establish service qualities, output and outcomes (for details see
Lawless et al., 2014). This paper draws on a synthesis of our ﬁndings
and selected methods to examine our study ﬁndings in terms of
critiques of neo-liberalism. PHC services in our case study.
The provision of PHC services is a complex mix of Federal and
State involvement. The Federal government funds private fee-for-
service General Practice through Medicare. Other PHC services
are provided by the States and non-government organisations
(NGOs), and differs between the states (Baum & Dwyer, 2014). Our
study was conducted with seven PHC services between 2009 and
2014. The services were selected tomaximise diversity, on the basis
of willingness to commit to a 5 year project. The services are
identiﬁed as follows: Congress - The Central Australian Aboriginal
Congress Aboriginal Corporation, an Aboriginal community
controlled organisation; SHine SA - a sexual health NGO; Services A,
B, C, D (an Aboriginal health team), and E e the state-managed PHC
services. Service B withdrew from further participation in the study
in 2012, due to high staff workloads and signiﬁcant organisational
change. Service E agreed to join as a replacement. Further details of
the services provided in Table 1. Each case study service adopted a
reasonably comprehensive PHC approach at the onset of the study
although A,C, E did not provide medical services. Both SHine SA
(formed in 1969 as Family Planning South Australia) and Congress
(formed in 1973) are non-government organisations governed by
Boards of Management and founded as a result of public demand. In
2009 all services had organisational statements which demon-
strated strong commitment to the Alma Ata Declaration principles
including an explicit commitment to social determinants of health
and health promotion.
2.1. Service audit data
Service data were collected from the services in a biannual audit
which provided details of budgets, types of services offered,
organisational documents and staff numbers.
2.2. Staff interviews
Our study interviewed staff in 2009 and 2013. The 2009 in-
terviews and fuller details of the 2013 interviews have been re-
ported elsewhere (Freeman et al., 2015). In 2013, 63 interviews
were conducted with service practitioners and managers, and
regional and central health executives. All the interviews were
conducted by the study leaders and an Aboriginal research fellow.
Interview questions were developed by the research team based
on the attributes of PHC and data collected on changes in PHC
during 2009e2013, and piloted on two practitioners and one
manager from non-participating PHC services. Interviewees wereasked to rate out of 5 the comprehensiveness of the service
currently and as it was in 2009. Interviews were audio recorded,
transcribed, and de-identiﬁed. Ethics approval was received from
the Southern Adelaide Clinical Human and Aboriginal Health
Research Ethics Committees.
A team approach was taken to thematic analysis, aided by NVivo
software. Codes were discussed and revised in team meetings, and
four interviews were double-coded or triple-coded, ensuring rigour
through constant monitoring of analysis and interpretation (Morse
et al., 2002).
3. Findings
Earlier papers from this study provide detailed accounts of the
data upon which this synthesis review of ﬁndings is based (Baum
et al., 2014; Baum et al., 2012; Baum et al., 2013; Freeman et al.,
2015; Freeman et al., 2011; Freeman et al., 2016; Freeman et al.,
2014). In this paper we present ﬁndings related to the changes in
comprehensiveness of service provision, before locating these in
the neo-liberal health sector reforms that took place over the study
period, and which contributed to the decline in comprehensive-
ness. These changes include centralised control, budget reduction
and throughput measurement.
3.1. Less comprehensive service coverage
… the whole energy of the place has gone, the vibrancy of a
community based primary health care service is not there. It's
not owned by the community. It's become this desolate sort of e
the death star e it's slowly dying. (Practitioner Service A)
Over the ﬁve years centrally determined changes led to the ﬁve
state-managed services becoming less comprehensive in their
service provision.
The state-managed services experienced rapid, considerable
and relentless change, (summarised in Table 1), from services that
sought actively to engage with the community to focusing on
managing chronic disease with individuals. Congress and SHine SA
remained operating much as they had in 2009. This does not mean
that they were unaffected, as discussed below, but the relative in-
dependence of these services afforded protection from the changes
in a way that was not possible for the state-managed ones.
Fig. 1 contrasts how the respondents rated the comprehen-
siveness of their services on a ﬁve point scale at the time of the
second interviews and as it was in 2009. All state-managed services
experienced a signiﬁcant drop in staff perceptions of comprehen-
siveness while Congress stayed steady and SHine SA declined only a
little.
3.2. Change of policy direction towards selective PHC
A national health reform agenda had seen the Federal govern-
ment establish regional PHC organisations e Medicare Locals e
that, along with the State government's strong desire to control
health care costs, resulted in the State government curtailing the
scope of PHC to focus on chronic disease management, especially
diabetes and cardiovascular disease, and vertical integration with
the hospital system. One manager (Service E) noted: “So they
basically said, ‘Okay, all the primary health care belongs to Federal
government now. We don't do that anymore.’” A SHine SA board
member noted: “we are seeing a shift backwards from preventive
care… the primary health, comprehensive health [policy of] 2003
… a real shift away from that.” A practitioner at Service E
Table 1
Characteristics of case study PHC services: 2010 and 2013.
Service Budget (p.a.) Main source
of funding
Governance Approximate # of staff
(FTE)
Range of services
2010 2013 2010 2013 2010 2013
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a Approximate e budget was combined with another site. Budget for 2 sites was $1.1 m.
b As of 2011, due to service withdrawing.
c Service was restructured and merged with another service, cannot calculate a comparison to 2010.
d Service joined study in 2012 e staff, budget info not available for 2010, services are as of 2012.
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The actual health reform and the actual orientation of the health
service, has gone fromvery community based health promotion,
illness prevention, to more subacute clinical services.
One SA Health Executive further explained:
My brief is to align services to speciﬁc disease groups and really
focus on an integratedmodel that targets the high users of acuteservices, because of potentially preventable readmissions as a
result of chronic disease.
Closer links were being forged with hospitals, and specialist
clinics were being run in the PHC services. Interviewees reported
“they're calling it intermediate care rather than primary care”
(manager, Service E), with the service “becoming more of an
extension of the hospital setting than working at the earlier inter-






















Fig. 1. Average staff rating of comprehensiveness of the service as it was in 2009 and at the time of the interviews in 2013.
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In 2009 the state-managed services offered a range of health
promotion activity. Five years later this activity had almost
completely ceased as a result of the government's response to a
review of “non-hospital activity” (McCann, 2012). The Aboriginal
service D reported that they were no longer able to deal with
people with mental illness and had been directed to refer these
clients to other agencies. Staff expressed concern that mainstream
services often did not provide an adequate level of service andwere
sometimes culturally inappropriate.
The state-funded services had also been directed not to do do-
mestic violence work, “which was incredible, because that under-
pinned such a lot of child development stuff” (practitioner Service
A).3.4. Strategies dropped
Over the ﬁve years we observed a withdrawal from strategies
characteristic of a comprehensive approach: advocacy, an approach
to service delivery grounded in an understanding of social de-
terminants, community engagement and intersectoral action.3.4.1. Advocacy
In 2009 each service reported at least a limited role in advo-
cacy for the broader health of the community. By 2013 staff in the
state-managed services reported that advocacy was not allowed;
and, as a regional executive noted, “if there's [any] advocacy done
it's more likely [to be] on a one-to-one basis in a clinical setting”.
Even so, staff reported that they had little scope to advocate
about clients' social problems given their reduced ability to
network and the focus on clinical services. At SHine SA, despite
the service's ongoing commitment to advocacy, there was pres-
sure because their funding agreement had become more
restrictive:
In the past the community health workers had non-clinic hours
to work in sexual health advocacy and health advocacy for cli-
ents, but that's been eroded more and more. So now [with] a
higher clinical load, there's less ability to do that. We're
becoming less community health nurses and more just clinical
practitioners. (practitioner, SHine SA)3.4.2. Grounding in social determinants
Staff in the state-funded services reported few initiatives that
allowed a social determinants approach grounded in the realities of
people's lives. A regional executive noted “in the last couple of years
those early policies of primary health and social determinants of
health management have really just fallen away”. A manager
explained that “in the past we would have done more stuff on
things like transport or unemployment or discrimination” and a
practitioner that it was “getting harder to respond because a lot of
the community development work I think was a better model for
addressing social determinants”.
Concern was also expressed that the new style did not take
account of the impact social determinants had on people and made
assumptions about the extent of people's agency to take action. This
concern was particularly acute in the Aboriginal service, as one
health worker explained: “there's always multiple issues with a lot
of our clients and it's hard … you help with one and then there's
another issue that pops up a few weeks later, so it's just
continuous”.
Practitioners stressed, and our audits of activities and earlier
interviews indicated (Baum et al., 2012; Baum et al., 2013; Freeman
et al., 2011; Freeman et al., 2014) that in 2009 the services provided
support and therapeutic groups and events such as lunches which
offered opportunities for social connection, information-giving,
and informal support and allowed staff to understand the social
and economic issues underlying people's health. A clear example of
contrasting responses to social determinants was apparent in the
Aboriginal servicese there were severe cuts to transport assistance
in Service D, whilst Congress expanded their transport service as
they saw accessibility as vital to the effectiveness of the service.3.4.3. Community development discouraged
In 2009 many staff did community work, utilising community
development strategies and working with other sectors and com-
munity groups (Baum et al., 2012). By 2013 there were numerous
accounts from practitioners of being directed that community
development work was no longer permitted. Staff in one service
reported being directed not to leave the building, “We're in our
little insular box and we don't go out of that” (practitioner Service
A). In 2009 this same worker had reported that she ran community
groups and worked with a wide range of agencies and networks.
She noted the difference by saying “that is the push, to sit here and
be an expert telling people how they should live, and pushing them
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State-managed service staff noted a decline in opportunities for
community participation. By 2013 all but one of the examples of
substantive participation reported for 2009 (Freeman et al., 2016)
had been stopped and the audit and interviews indicated no new
instances had occurred. The increase in centralised control had
meant less local planning and opportunities for community
involvement:
In the past we had a lot more local control over what we did
based on our local knowledge and that was really respected and
sought after in terms of we're working with the real people in
the real space (practitioner, Service A)
In contrast, SHine SA and Congress had management boards
(the state services had community boards until 2004) which pro-
tected comprehensiveness to some extent despite constraints
imposed by funding agreements. A SHine SA board member
explained:
[Our] Board was able to negotiate to some extent what we were
doing in the [funding] targets and… I don't think there's [been]
a huge gap in terms of [being] comprehensive.
The existence of a community-controlled board gave Congress
this freedom to implement a comprehensive strategy even in the
face of Territory and Federal government neo-liberal strategies
including tendering out of services.3.4.5. Intersectoral collaboration. Many staff spoke of their previous
engagement with other sectors including education, welfare, non-
government agencies and local government. A practitioner
described how the “Community Foodies” group which involved
children centres and schools had been cut. At service E a manager
noted that intersectoral collaboration has been “reduced a lot. So
local government has been reduced, education has been reduced,
well both of those are probably approximately zero”. Practitioners
at services E and C could no longer be involved in domestic violence
prevention networks, “[I] just can't do it anymore, except in my
own time” and “we were told no more committees, no more
partnerships.”3.5. Impact of the loss of comprehensiveness
The perceived impact of service changes on clients and com-
munities were frequently discussed. Many reported that the new
strategywas short-sighted and likely to increase rather than reduce
hospital admissions. Many staff noted the fracturing of long-
established service networks. When a program is disbanded,
“there goes all of that hard work and the years of history of
collaboration” (practitioner, Service E).
Many practitioners reported they were less able to work effec-
tively with people facing multiple disadvantage in their lives. This
perspective was well explained by a practitioner at Service D in
describing the impact of the loss of the groups:
Mums and bubs, the women's groups, the men's groups and the
youth group, all of them. We no longer can talk the talk to them
about health promotion because we don't have these groups
anymore … …some are reverting back to their old lifestyles
because they have nothing anymore during the week to do.
Especially if you're unemployed or never been educated. It'sdaunting to know that there's nothing anymore left for them.
They feel just sad.
Similarly a practitioner at Service A explained that the individual
focus and absence of groups and community development strate-
gies might work well for “people who are really high functioning
and haven't got all these issues going on in their life” but that “for
the people that we'remost trying to access, themost disadvantaged
people with the most chaos going on, that kind of stuff doesn't
work”.
A practitioner at Service C noted the importance of integrated
services for people facing multiple disadvantage and with limited
ability to manage their own health care: “Even just getting those
people in for an appointment, never mind getting them to see ﬁve
different people at different physical locations or different times…
having one place that they can come to [was] a really important
thing.” Staff feared this integration was being lost as services
focused on particular diseases and tightened access criteria. These
changes were perceived by staff as signalling a change in values. As
a practitioner at Service A said “this social justice stuff, it's so
important to us, that's just dying”.
3.6. Neo-liberal management practices
Alongside changes in service provision, management strategies
which reﬂected the neo-liberal practices discussed in the back-
ground to this paper had profound impacts on the state-managed
services as described below.
3.6.1. Uncertainty
Staff reported signiﬁcant ﬂux, turnover of management staff, a
rapid pace of change and uncertainty about the future of their
service. Changed management practices included short-term
stafﬁng contracts (3 months in some cases) and late renewal of
contracts, with permanent contracts becoming “a thing of the past”
(practitioner, Service C). All state-managed services reported a high
turnover of staff. In one region there had been four directors of PHC
services in two years. Changes were not well-communicated and
many staff reported being “bemused”, “confused” with “a lot of
uncertainty about where we sit in the wider health care system”.
One practitioner in Service D summed this up “It seems like every
sixmonthswe're changing our titles or we're changing the lettering
or the abbreviation of our service, and if we accidentally say the
wrong thing you get your head bitten off”. Another complained that
“it just seems so erratic and sudden and un-thought out” (practi-
tioner, Service A).
Managers also reﬂected on uncertainty. One regional executive
noted “I don't sense a really positive environment here, I think it's
confused and I think it's just idling”. Another said “to be honest, it's
not clear at this point what will continue to be funded beyond the
end of the ﬁnancial year”.
As a result of almost chronic uncertainty, morale had been
“quite poor over the last couple of years because people aren't quite
sure what the direction is of primary health care” (practitioner,
Service B). A few staff had a sense that “there is more of that
[change] to come” and that “it is going to get worse”.
While there had been signiﬁcant change, including a new CEO,
at the two NGOs the sense of uncertainty reported was much less
than at the state services and primarily concerned changes to
funding that was becoming increasingly tied, competitively
tendered and short term. While these funding changes may have
made it more ﬁscally and administratively difﬁcult for the organi-
sations to retain comprehensiveness, they retained the autonomy
to deﬁne the scope and practice of their work becausemanagement
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The degree of control exerted by the PHC services reduced over
time for all services except Congress. SHine SA had restrictions
placed on the service by its service agreement with SA Health, its
main funder. Staff in state-managed services spoke of “rigid rules”
and “edicts coming from on high” and of “losing a lot of that au-
tonomy, that we can't really inﬂuence what that direction might
be.” (Practitioner Service B). The language used was very much
“they” are doing this to us. A manager at service C expressed:
“We're very, very managed about what we do and what we don't
do”.
There was also evidence of careful ‘packaging’ of changes,
camouﬂaging the actual cuts taking place. An example was that
cuts to health promotion services were described as “transitioning”
because the health sector hoped to outsource the function to local
government or an NGO:
Transition is theword. No program is ﬁnishing, it's transitioning.
And some staff have been told off about that. They've told
community members that a program's not running anymore,
and they've been quickly told, “It's not, that's incorrect, it's
transitioning, and other people are better placed to run services
than us” (practitioner, Service C).
Although not immune to the policy and funding changes,
neither Congress nor SHine SA staff reported the degree of loss of
control experienced in the other services. SHine SA felt pressure
from SA Health in their service agreement negotiations to be less
comprehensive in their approach and as one Board member put it
“we're now being told how we're going to work and who we'll
provide services to”. Congress reported similar pressures from their
funders with one manager noting that if their programs were not
designed in line with “what the government wants” that “you don't
get funded”, perhaps foreshadowing that this increased control
might affected comprehensiveness of the NGOs in the future.3.6.3. Budget reduction and competitive tendering
The backdrop of this study was a constrained State budget and
political determination to contain the health budget. The service
audits indicated budget cuts at all the South Australian services (see
Table 1). This budget pressure was a recurring theme in the state
service interviews. A regional executive commented that the
building of a new hospital had put increased pressure on the
budget, “ [the hospitals] just ask for more money and somebody
squawks and somebody goes to the media”. Even small budget
items, such as toys for the early childhood team were being
squeezed: “Funding-wise, everything's just scrutinised, completely
and utterly scrutinised” (practitioner Service C).
Congress did not see its budget reduced but did report that
Federal government funding was increasingly tied to competitive
tendering processes. These threatened continuity of service provi-
sion and potentially opened PHC to private providers. The
tendering also created uncertainty:
So while our funding has been stable up until now, well, we've
had to reapply for funding at certain times, we're coming up to a
point of uncertainty now, having about ten months left before
we either disband [our service] or continue and that's been a
huge problem for our team (practitioner, Congress).
The budget pressures were also leading to some privatisation. At
Service E, work was being referred to private clinical providers whorented space in their facility. The manager reported “the area that's
increased … is the private sector. So the Super Clinic particularly
has an explicit need to engage private providers”.3.6.4. Focus on short-term measurable throughputs
Another factor underpinning the service changes we observed
was the imperative for the health system to measure short-term
throughputs rather than longer term social and health develop-
ment goals. A practitioner at Service E explained: “It's about
throughput … that's where we're heading. … it's about activity-
based funding, it's about numbers”. Another at Service C said of
the local people, “they've now come back to being a number, really,
they've come back to being objectiﬁed. They're a stat.”
The focus on throughput, alongside budget constraints, put
pressure on community development programs to demonstrate
their worth. Thus one manager (Service C) noted that community
development was not seen to demonstrate large-scale sustained
health changes:
So you can see on some level, people would say, with a ﬁnite
budget, and we're not getting sustainable long-term, meaning-
ful outcomes for people, that maybe that wouldn't be the thing
that we would invest our dollar in.
Such an assessment, however, leaves unexamined why funding
is limited, or where it could or should be applied to greater effect. It
suggests a hyper-rationality (typical of neo-liberal reforms) which
reduces measurement to speciﬁc, quantiﬁable outputs that fail to
capture some of the essential, social and relational dimensions of
peoples' well-being. This emphasis on easily quantiﬁable outputs
also constrained collaboration:
Everybody's getting pushed more on their own KPIs (Key Per-
formance Indicators) and actually nobody has KPIs around
collaboration.… you concentrate on the things that you're going
to be accountable for and not on the other things that you know
is good. (manager, Service C)
Along with a desire to measure throughput came the much
tighter management style described earlier which had become
almost Fordist in its orientation:
… people have regular emails saying ‘I notice you don't have
many clients booked, why not?’ That's because they can see your
diary electronically. And so there is a lot more emphasis on
impersonal performance checking, and a much more rigid kind
of approach to the way the work is done (practitioner, Service E)
One Congress manager commented on the limits of this
approach: “I think government funds bums on seats, episodes of
care. I could tell you I have done 20 episodes of care for the day, but
what have I done?” A practitioner at Service E noted that previously
her service had a sophisticated system of assessing program pro-
posals and quality assurance processes which were “much more
interactive and personal”. In the new system “you don't see people,
they just check you electronically really”. Another at the same
service said it was like “just being a little widget doing awidget job,
which is what you end up feeling if you're just churning people
through like a factory worker, like people are widgets and we are
putting them through,” where it is about “counting numbers of
patients rather than quality [of services]”. A regional executive
agreed that the system was tightening considerably and noted “it
takes a long time to see outcomes and Treasury needs to see
something right now”. This need for a shorter time scale did not
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I think comprehensive approaches are easier to cut simply
because they work on a longer timeframe, the cause and effect
relationship is less easy to deﬁne, and I think in an environment
where people are being asked to be more accountable you fund
what you can count.
One service CEO levelled part of the blame on PHC's lack of
attention to measurement in the past, “that community health has
lost that opportunity, it's been driven a lot by qualitative work and
not enough by health economics and quantitative measurements”
leaving comprehensive PHC services vulnerable to being cut. A
regional executive in talking about the community development
and health promotion programswas blunter: “I'm looking at it from
a pragmatist that's never really seen any discernible outcomes of
those services”. This sentiment was institutionalised in a state-
government review (McCann, 2012) that led to the defunding of
most health promotion programs, asserting that there was no ev-
idence for the effectiveness of health promotion programs. This led
some services’ staff to regret that more evidence had not been
available, while others noted that producing direct causal evidence
of impact was not easy in developmental programs.4. Discussion
I think it's going to get less comprehensive unless the taxes get
right up, which I would be all for. Bang up all the taxes really
high and let's have a really good health system. (manager, Ser-
vice C)
Fig. 2 summarises the main elements of neo-liberalism and how
these are evident in the changes we have observed and had re-
ported to us over the 5 years of this study. The convergence of neo-
liberalism and these changes became evident through our thematic
analysis. We were struck by how the reforms in South Australia
have mirrored those noted in the literature (Germov, 2005; Global
HealthWatch, 2014; Labonte, 2012; Miller and Orchard, 2014; Oritz
and Cummins, 2013) and were particularly marked by a quest to
reduce public deﬁcits, control public spending on health services
including by reducing public sector employment and increasing the
focus on easily measurable throughputs.IDEAS: Free markets, stronger property rights, 
minimal government interference in the economy 
and social spheres, sovereign individuals  
POLICIES: Global trade and investment liberalisaƟon, increased privaƟsaƟon/public-
private partnerships, global tax compeƟƟon, decreased social spending, increased user 
fees, emphasis in health and social programs on ‘core’ business & new public 
management with emphasis on ‘hard’ measurable outputs
EFFECTS ON PUBLIC SERVICES: Decline in taxes as % of GDP; increase in complex health 
problems and service demands associated with trade, markeƟng and consumpƟon of 
unhealthy commodiƟes; emphasis on individual responsibility for health (lifestyle driŌ); 
decrease emphasis on social solidarity, community parƟcipaƟon and acƟons on social 
determinants of health
IMPACT ON STATE-FUNDED PHC SERVICES
Service model changed from curaƟve prevenƟve, promoƟve, advocacy to chronic disease 
management so less parƟcipaƟon and social solidarity building
Neo-liberal management style developed alongside austerity funding: this meant 
uncertainty, centralisaƟon of management and loss of local control, compeƟƟve 
tendering, measurement by short-term through puts. 
Fig. 2. Neo-liberalism and its impact on comprehensive primary health care.Shortly after our study began federal and state policy reforms
combined with the global ﬁnancial crisis to create ﬁscal restraints.
Subsequent health system restructuring affected the ability of most
services to retain their comprehensiveness (Baum & Dwyer, 2014).
The non-government services were more able to maintain
comprehensiveness. In the state-managed services we observed a
shift from a more comprehensive to an almost entirely selective
PHC. The changes are likely to have improved vertical integration
between hospitals and the PHC services for selected diseases but
have drastically undermined the scope for horizontal integration
which is recognised as vital to an effective PHC system (Thomas
et al., 2008). Congress was most comprehensive at the outset and
has been the most successful in maintaining its comprehensive-
ness, but even in this case neo-liberal pressures were evident.
4.1. New public management and cost cutting
Davis’ (1995, pp.132e3) description of neo-liberalism bringing a
new style of public sector management characterised by
“machismo management style that cuts, burns and slashes while
demanding commitment to the new corporate culture and a health
care market that is governed by a logic of cost rather than care and
compassion” has clear resonancewith our study. Staff described the
ways in which the management had become focussed on cost-
cutting and narrowing the service mandate. High levels of uncer-
tainty and lack of effective communication about the change indi-
cated a chaotic management in which the thoughtful planning
required for a comprehensive approach was absent.
The recasting of the role of PHC from a comprehensive mandate
to primarily providing services for people with physical chronic
disease in order to reduce hospital demand was driven by the po-
litical desire to reduce public expenditure. Any broader mandate
was seen as unaffordable in keeping with the neo-liberal quest to
reduce the size of public services (David, 2014). In Australia, Pusey
(2010, p. 135) work has shown that the ascendancy of neo-
liberalism has meant the public service ethos has been focused
on economic efﬁciency at “the expense of other substantive long-
andmid-term goals”which has come “at great cost to our collective
intelligence, to the historical creative, nation-building role of the
Australian state”. Certainly the focus on short-term easily meas-
ureable goals rather than on longer term investment in community
building and social justice we found in the state-managed service
supports Pusey's arguments. PHC services were reduced to a re-
sidual, selective set of services and the visionary element of the
Alma Ata Declaration and theWhitlam Community Health Program
were lost.
4.2. What's valued and measured
The new public management (Germov, 2005) favoured by neo-
liberalism puts great emphasis onmeasuring the immediate output
of expenditure. In our study the direct clinical work with clients
was valued because its outcomes were more immediate, meas-
ureable and accountable. By contrast the community development
work was seen as unaccountable because the outcomes were hard
to quantify, long term and diffuse. Longer term developmental
activities that engaged with communities to build trust and
involvement were cut, having an effect that is reminiscent of
Coburn’s (2000) description of how neo-liberal policies reduce the
ability of public services to build social cohesion.
The focus on measuring individual throughput reﬂects the
individualism that is a hallmark of neo-liberalism (Harvey, 2005).
The measurement of population impact was not reported as being
of concern in the PHC reforms. Rose’s (1992) work demonstrates
that shifts in population health status cannot result primarily from
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from strategies that address the operation of risk factors across the
entire population so that the number of people developing a dis-
ease is reduced. We found no recognition of this in the pattern of
reform. Comprehensive PHC work should be judged in terms of its
contribution to reducing risk across a whole population. The staff
who had engaged in community development were aware of this
and stressed how a focus on broader social factors could lead to
better health outcomes (and so fewer expensive hospital services).
But many others accepted the rhetoric that one advantage of the
shift to clinical services is that they were measurable.
Congress is better placed to measure what impact their service
has because they have an enrolled population and can take a whole
of population view.
4.3. Strengths and limitations
A major strength is that we followed services over 5 years and
were able to document in detail the ways in which their internal
structure and operating environment changed. There are no other
reports of such a study in the literature. We were also able to
compare the service that changed least (Congress) with those that
changed more and this comparison enabled us to derive lessons for
comprehensive PHC and its operation.
The study was based on 6 services one of which withdrew from
the study mid-way through (and was replaced with another).
While this enabled us to collect very detailed data we also
acknowledge that the number is small.
5. Conclusion
This study has shown the ways in which neo-liberal reforms
have adversely affected the comprehensiveness of primary health
care services. The state-managed services' mandate had been
changed from a health promoting and disease prevention
community-engaged model to one which was more akin to a
hospital outreach service for those with existing chronic disease.
We have highlighted those features of neo-liberalism which
encouraged and supported this narrowing of the PHC service
mandate to a selective approach. This approach bears little
resemblance to the ways in which the WHO (1978) Declaration of
Alma Ata envisioned primary health care as a vital part of a broader
mandate of economic and social development in which govern-
ments assumed responsibility for promoting the health of pop-
ulations to maximise health and well-being. A focus on clinical
service provision, while highly compatible with neo-liberal re-
forms, will not on its own produce the shifts in population disease
patterns that would be required to reduce demand for health ser-
vices and promote health. Comprehensive PHC is much better
suited to that task.
Funding
This work was supported by the National Health and Medical
Research Council (grant number 535041). RL is funded by the
Canada Research Chair program. The authors declare no conﬂicts of
interest.
Acknowledgements
This study was funded by an NHMRC Project Grant 535041.We
acknowledge the staff of each participating service and thank them
for their time and trust in allowing us to conduct research in
partnership with them.References
Bartlett, B., Boffa, J., 2001. Aboriginal community controlled comprehensive primary
health care: the central Australian aboriginal congress. Aust. J. Prim. Health 7,
74e82.
Baum, F., 2013. Community health services in Australia. In: Germov, J. (Ed.), Second
Opinion, ﬁfth ed. Oxford University Press, Melbourne, Australia.
Baum, F., Dwyer, J., 2014. The accidental logic of health policy in Australia. Aust.
Publ. Policy Progress. Ideas Neoliberal Ascendency 187.
Baum, F., Freeman, T., Jolley, G., Lawless, A., Bentley, M., Vartto, K., et al., 2014.
Health promotion in Australian multi-disciplinary primary health care services:
case studies from South Australia and the Northern Territory. Health Promot.
Int. 29, 705e719.
Baum, F., Freeman, T., Lawless, A., Jolley, G., 2012. Community development e
improving patient safety by enhancing the use of health services. Aust. Fam.
Phys. 41, 424e428.
Baum, F., Legge, D., Freeman, T., Lawless, A., Labonte, R., Jolley, G., 2013. The po-
tential for multi-disciplinary primary health care services to take action on the
social determinants of health: actions and constraints. BMC Publ. Health 13,
460.
Coburn, D., 2000. Income inequality, social cohesion and the health status of
populations: the role of neo-liberalism. Soc. Sci. Med. 51, 135e146.
Cornia, G., Jolly, R., Stewart, F. (Eds.), 1988. Adjustment with a Human Face: Ten
Country Case Studies. Oxford University Press, Oxford, UK.
Cornia, G.A., Rosignoli, S., Tiberti, L., 2008. Globalization and Health: Pathways of
Transmission and Evidence of its Impact. Globalization Knowledge Network,
WHO Commission on the Social Determinants of Health, Geneva.
David, M., 2014. Neoliberalism, the culture wars and public policy. In: Miller, C.,
Orchard, L. (Eds.), Australian Public Policy. Policy Press, Bristol, UK.
Davis, A., 1995. Managerialised health care. In: Rees, S., Rodley, S. (Eds.), The Human
Costs of Managerialism. Pluto Press, Leichhardt, NSW.
Freeman, T., Baum, F.E., Jolley, G.M., Lawless, A., Edwards, T., Javanparast, S., et al.,
2016. Service providers' views of community participation at six Australian
primary healthcare services: scope for empowerment and challenges to
implementation. Int. J. Health Plan. Manag. 31, E1eE21.
Freeman, T., Baum, F., Lawless, A., Jolley, G., Labonte, R., Bentley, M., et al., 2011.
Reaching those with the greatest need: how Australian primary health care
service managers, practitioners and funders understand and respond to health
inequity. Aust. J. Prim. Health 17, 355e361.
Freeman, T., Baum, F., Lawless, A., Javanparast, S., Jolley, G., Labonte, R., et al., 2015.
Revisiting the ability of Australian primary health care services to respond to
health inequity. Aust. J. Prim. Health. http://dx.doi.org/10.1071/PY14180. Online
Early.
Freeman, T., Edwards, T., Baum, F., Lawless, A., Jolley, G., Javanparast, S., et al., 2014.
Cultural respect strategies in Australian Aboriginal primary health care ser-
vices: beyond education and training of practitioners. Aust. N. Z. J. Publ. Health
38, 355e361.
Germov, J., 2005. Managerialism in the Australian public health sector: towards the
hyper-rationalisation of professional bureaucracies. Sociol. Health Illn. 27,
738e758.
Global Health Watch, 2014. Global Health Watch 4. Zed Books, London, UK.
Harvey, D., 2005. A Brief History of Neoliberalism. Oxford University Press, Oxford.
Hayek, F.A., 1944. The Road to Serfdom. George Routledge and Sons, London, UK.
Hendrikse, R.P., Sidaway, J.D., 2010. Neoliberalism 3.0. Environ. Plan. A 42,
2037e2042.
Labonte, R., 2012. The austerity agenda: how did we get here and where do we go
next? Crit. Publ. Health 22, 257e265.
Labonte, R., Sanders, D., Baum, F., Schaay, N., Packer, C., Laplante, D., et al., 2008.
Implementation, effectiveness and political context of comprehensive primary
health care: preliminary ﬁndings of a global literature review. Aust. J. Prim.
Health 14, 58e67.
Labonte, R., Sanders, D., Packer, C., Schaay, N., 2014. Is the Alma Ata vision of
comprehensive primary health care viable? Findings from an international
project. Glob. Health Action 7. http://dx.doi.org/10.3402/gha.v3407.24997.
Labonte, R., Stuckler, D., 2016. The rise of neoliberalism: how bad economics im-
perils health and what to do about it. J. Epidemiol. Comm. Health 70, 312e318.
Lawless, A., Freeman, T., Bentley, M., Baum, F., Jolley, G., 2014. Developing a good
practice model to evaluate the effectiveness of comprehensive primary health
care in local communities. BMC Fam. Pract. 15, 99.
Lefkowitz, B., 2007. Community Health Centres: a Movement and the People Who
Made it Happen. Rutgers University Press, Piscataway, NJ.
McCann, W., 2012. Review of Non-hospital Based Services. Ofﬁce of Public
Employment and Review, Adelaide.
Miller, C., Orchard, L., 2014. Australian Public Policy: Progressive Ideas in the
Neoliberal Ascendency. Policy Press, Bristol, UK.
Mooney, G., 2012. The Health of Nations: towards a New Political Economy. Zed
Books, London, UK.
Morse, J.N., Barrett, M., Mayan, M., Olson, K., Spiers, J., 2002. Veriﬁcation strategies
for establishing reliability and validity in qualitative research. Int. J. Qual.
Methods 1, 13e22.
O'Donnell, M., O'Brien, J., Junor, A., 2011. New public management and employment
relations in the public services of Australia and New Zealand. Int. J. Hum.
Resour. Manag. 22, 2367e2383.
Oritz, I., Cummins, M., 2013. The Age of Austerity: a Review of Public Expenditures
F. Baum et al. / Social Science & Medicine 168 (2016) 43e5252and Adjustment Measures in 181 Countries (Working paper). Initiative for
Policy Dialogue and the South Centre, New York, NY.
Osborne, D., Gaebler, T., 1992. Reinventing Government: How the Entrepreneurial
Spirit Is Transforming Government. Addison-Wesley, Reading, Mass.
Payne, J., Leiter, J., 2013. Structuring agency: examining healthcare management in
the USA and Australia using organizational theory. J. Health Organ. Manag. 27,
106e126.
Pellegrino, E.D., 1999. The commodiﬁcation of medical and health care: the moral
consequences of a paradigm shift from a professional to a market ethic. J. Med.
Philos. 24, 243e266.
Pusey, M., 2010. 25 years of neo-liberalism in Australia. In: Manne, R., McKight, D.
(Eds.), Goodbye to All that. Black Inc, Melbourne, Vic, pp. 125e146.Rose, G., 1992. The Strategy of Preventive Medicine. Oxford University Press, Oxford.
Thomas, P., Meads, G., Moustafa, A., Nazareth, I., Stange, K.C., Donnelly Hess, G.,
2008. Combined horizontal and vertical integration of care: a goal of practice-
based commissioning. Qual. Prim. Care 16, 425e432.
Wakerman, J., Humphreys, J., Wells, R., Kuipers, P., Entwistle, P., Jones, J., 2008.
Primary health care delivery models in rural and remote Australia - a system-
atic review. BMC Health Serv. Res. 8, 276.
Walsh, J.A., Warren, K.S., 1979. Selective primary health care: an interim strategy for
disease control in developing countries. N. Engl. J. Med. 301.
WHO, 1978. Declaration of Alma-Ata. In: International Conference on Primary
Health Care, USSR, 6e12 September. World Health Organization, Alma Ata.
